INTRODUCTION
Pressure ulcer is a localized injury to the skin and/or underlying tissues, usually over a bony prominence as a result of pressure or pressure in combination with shear and/or friction [1] . Its prevalence is estimated at 3 -20 % in Western countries and 6 % in a neighborhood hospitals of Nigeria [2] [3] . These pressure ulcers can be classify according to the degree of injury to skin and underlying tissue into 4 stages; from stage one with only nonblanchable erythema to stage 4 that represent full thickness tissue loss with exposed bone, tendon or muscle. There are some unstageable ulcer when the true deep of the ulcer cannot be determined [1] . Till date, the burden of pressure ulcer on our health care system remains subjective due to scare data from Cameroonian studies. Many factors interact in synergy to potentiate its occurrence and severity. These factors are generally classified as extrinsic and intrinsic [4] [5] . With the huge shortage in specific equipment like appropriate bed and mattress, insufficient human resources to apply the current preventive recommendations for pressure redistribution, we hypothesized that these external and modifiable risk factors could be optimize to address the problem. We therefore carried out a study to determine the magnitude of the pressure ulcers through its cumulative incidence, as well as to investigate influence of different co-morbidities and to determine the interest of surgery in the management of pressure ulcers in our resource-constraint environment
MATERIALS AND METHODS
In this prospective cohort study we enrolled all consenting consecutive patients at risk of developing pressure ulcers, assessed by a Braden risk assessment score less than 16 at two tertiary centers in Yaoundé; the University Hospital Center of Yaoundé (CHU) and Yaoundé Central Hospital, Cameroon [6] [7] . We also enrolled all patients that presented a pressure ulcer of any stage during their stay in the hospital regardless of the assessed Braden score. Patients with preexisting pressure ulcers at hospital admission and those with less than 3 days of hospitalization were excluded from this cohort. In addition, we evaluated the patients in CHU for the possibility of surgical management. Eligibility criteria for surgical management were young patients with stage 3 and 4 pressure ulcers without mobility impairment, patients with stage 3 or 4 ulcers and associated comorbidities (coma, stroke, chronic illnesses) that could not heal spontaneously after 6 weeks according to the definition of chronic wounds, and patients with lower limb paralysis but who psychologically accept their conditions and had support from their families or social networks [8] . We used a structured questionnaire to study demographic characteristics and findings of clinical examinations of participants. All patients were seen at hospital admission for risk assessment through Braden score (Table: 1) and were then followed-up every 3 days if they had a score of less than 16 till their discharge from the hospital. Data were analyzed simply with descriptive statistics as percentage, mean. 
RESULTS
We enrolled a total of 946 patients during the 3-month study period from April 2016 to June; 426 from University Hospital Center of Yaoundé (CHU) and 520 from Yaoundé Central Hospital (HCY). According to the Braden assessment of risk score, 385 patients were at risk and 193 developed pressure ulcer giving a cumulative incidence of 20%. The mean age of patients with pressure sore was 53.5 years with extremes of 4
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to 90 years. Amongst the patients with pressure sores, 102 were males and 91 were females. Our patients were sort using different recognize risk factors either due to the underlying diseases or condition or to the interaction with the hospital system through some extrinsic factors. In CHU the three units that were part of the study was We divide the patients according to their general presentation in three groups: temporary alteration of consciousness, mobility limitation due to paralysis, multiple co morbidity according to ANAES ( Agence Nationale d'Accreditation et d'Evaluation en Santé ) [4] . (Fig 1,2 ) from this distribution temporary loss of consciousness was the most frequent underlying condition. Considering the onset of pressure ulcer, 48% of patients develop pressure ulcers between day 3 and day 6 of hospitalization and 86% of the Pressure ulcers were present at day 6 before tissue damage progress to the worse stages. (Fig  3) 
Figure1. Distribution of patients according to the medical underlying condition in HCY departements

Fig3. Delay of onset of pressure ulcers in daytime interval
The pressure were located mainly on the sacrum follow by ischium and heels. (fig 4) Fig4. 
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The predominant locations of the causal pressure were at the sacrum follow by ischium and heels. (fig 4) Stage 2 ulcers were the most prevalent with 57.4% follow by stage 1 (30.9%)
Patients with ulcers were sort according to the evaluation of their bed and in 188 cases out of 193 pressure ulcers; we found the hospital bed inappropriate (beds without neither preventive nor curative properties).
On the basis of our predefined eligibility criteria for surgical management of pressures ulcers, only one (9%) case of pressure sores was close surgically out of 11 that were follow in the surgical unit in CHU Yaoundé. We use a V-Y Flap to covert Sacral pressure sore in a young polytraumatized patient with bilateral tibial fractures and traumatic brain injury that has a prolonged comatose state for which he was managed in intensive care unit ( fig 5) .
Fig5. Patient treated surgically with a V-Y flap
DISCUSSION
The cumulative incidence in this study is 20%. In CHU it was 17.6% and 22.7% in Yaoundé Central Hospital. A relatively high incidence but that falls in a generally recognized range of 0.4 to 38% [9] [3] [6] . This high incidence can also be due to increase frequency of stage 1 pressure ulcers with a diagnosis that can be diversely appreciated by confounding factors, given this previous studies focused only on stage 2 pressure ulcer [2] . Surprisingly, there were no difference in the incidence of pressure ulcers between the various specialized units of the two aforementioned hospitals. In general it was postulated that since immobility and paraesthesis are the most contributing factors to the occurrence of pressure sores, the incidence was expected to be greater in neurosurgery from bedridden paraplegic patients [10] [5] . But this hypothesis is contradictory to the findings of the present study. Considering that almost 88.6% of our patients had WHO performance status of grade 4, we can deduce that the burden of medical comorbidities was heavier than that inflicted by trauma in our sample.
Pressure ulcers in this sample arose between day 3 and day 6 of hospitalization. This seem too early compared to reports from Germany were the delay for pressure ulcer onset following hospital admission was 2 weeks in acute care settings and 3 months in nursing homes [9] [11]. This early onset of pressure ulcers in our cohort, may point to the impact of nursing care in our health care institution. It is universally recognized that the prevalence of pressure sores is a good indicator of the quality of care of a health facility. In studying the cumulative incidence rather than point prevalence we aimed at assessing the patient -health care system interaction to study how it influences the occurrence of pressure ulcer in our hospital [2] . Our results may imply a deficient nursing care in our tertiary hospital, which needs urgent attention. Previous studies combined point prevalence assessment with the Knowledge, attitude and practice of nursing teams [11] . Because of limited resources these aspects were not study. The presence of a family member to assist in nursing care was assessed by Adegoke et al in Nigeria and they concluded that there was no positive influence of the presence of patient's relatives on the prevalence of pressure ulcer this seems true only if the essential nursing care are provide with enough staff [2] .
Pressure is one recognize extrinsic factor in developing ulcers. In the medical nomenclature hospital beds and supports are classified depending on their ability in handling pressure at the interface with the patient's body: type 1 supports with static pressures; type 2 and type 3 supports with dynamic interface pressure and variable component in the structure of mattress [12] . In general our patients had inappropriate beds that increased the risk of pressure ulcer and compromise treatment initiatives [13] [12].
In the surgical unit of CHU, we followed-up the general rule that patients with underlying diseases which may be treated or controlled are [17] . It must also be recognize that more attention should be put on personnel in training to raise their attention on their input in curving down this silent endemic hospital problem especially in low resource setting and to promote the use of score to assess patients at their admission in high risk units like ICU [18] .
CONCLUSION
Pressure ulcers are still a nightmare to health personnel particularly those managing geriatric patients with bed-ridden pathologies like trauma, cerebrovascular accident, HIV or, malignancies. Although surgery can provide favorable therapeutic outcomes through plastic management using flaps, the spectrum of recurrence of pressure ulcers coupled with financial constraints, altered nutritional status with poor ulcer healing potentials, infections or several associated metabolic conditions mandate an individualized patient approach. Our study identify poor nursing care as a capital factor that can be improved in our hospitals, but also highlighted that satisfactory management needs some anticipation by acquisition of a fix ratio of type 2 or 3 bed supports since there is a known prevalence of pressure ulcer that is specific of the main pathologies in each medical specialty and implementation of modern care as Vacuum assisted closure of wounds.
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